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This study is a comparison of the quality of life and family stress levels in community-based and hospital-
based services for people with schizophrenia. Fiscal considerations of the health insurance industry in
Taiwan require the evaluation of a community support program versus the traditional, hospital-centered
program for reform of mental health policy concerning schizophrenia. The study involved 52 schizophrenic
patients, 27 in a community-based program and 25 in a hospital-based treatment model, and was conducted
from January to December 2001 in the psychiatric department of a general teaching hospital in southern
Taiwan. Outcomes were determined using the World Health Organization quality of life questionnaire
(WHOQoL-BREF, Taiwan version), Brief Psychiatric Rating Scale (BPRS), General Health Questionnaire
(Chinese version), rate of loss to follow-up, job conditions, and social function. Comparisons of quality
of life and caregiver mental health between the two groups were accomplished using descriptive analysis,
independent sample t test, and the generalized estimating equation-I. No significant differences between
the two groups were found in quality of life or family mental stress according to the General Health
Questionnaire after controlling for sex, age, disease duration, full IQ, and total BPRS score. Long disease
duration predicted a hospital setting, while a high IQ was predictive of a community setting. We found
no decrease in quality of life for schizophrenic patients in a hospital-based program and no increase in
family mental stress among the community-based group. To improve patients’ quality of life and the mental
health of caregivers in both services, it is important to ameliorate severe symptoms associated with
schizophrenia.
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Significant issues emerged after de-institutionalization of
the mental health system in the USA, including public cri-
ticism of the failure to provide long-term care for mentally
ill people. This difficulty arose because community mental
health centers could not supply all of the services mental
health institutions had provided and satisfy the needs of
patients and families, despite government funding for com-
munity centers, and managerial problems also became
apparent [1]. The National Institute of Mental Health advo-
cated a reform of the system, which included establish-
ing crisis support systems, mental health and rehabilitation
centers, and case management. These services not only
treated patients’ mental health, but also became involved
with their jobs, family situations, and referrals [2], shifting
treatment focus from hospitals to community-based care.
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The demand and supply of these hospital-based and
community-based models is an important subject of re-
cent research [3,4].
During the past 30 years, the amount of psychiatric
research on the cost effectiveness of community- and
hospital-based treatment programs has increased [1,5–13].
There is a trend toward community-based treatment; how-
ever, hospital-based programs are still considered neces-
sary [14]. Some authors suggest that these two models
achieve equivalent outcomes [15–17]. In evaluating treat-
ment outcomes, stresses on the family members of men-
tally ill patients have also been considered [16,18,19]. The
mental health of caregivers is used to evaluate family
emotional stress levels [20], and resource utilization im-
proves patients’ quality of life [21,22]. Some researchers
have speculated that psychiatric symptoms influence qual-
ity of life [10,17,23–25], while others believe there is lit-
tle association between psychiatric symptoms and quality
of life [26].
Higher rates of service use are associated with better
quality of life, and greater service satisfaction has been
described [20–22]. Evaluating quality of life is important
because the goal of caring for mentally ill patients is not
only to alleviate their symptoms but also to improve quality
of life [27,28]. Our study investigated the effectiveness of
programs and whether the quality of life of patients in the
community-based service was greater than that of patients
in the hospital-based service. It also identified whether
family or caregiver stress levels were higher when patients
were at home under a community-based model.
PATIENTS AND METHODS
Study subjects were patients receiving care from a general
teaching hospital in southern Taiwan. The hospital-based
group consisted of patients receiving inpatient care in the
chronic ward with an average length of stay of 150 days.
This unit had run for 4 years and included 200 beds, five
visiting staff, two residents, 55 nurses, 10 attending nurses,
five social workers, four psychologists, three occupational
therapists, three pharmacists, two chart administrators,
and a chief executive officer. The community-based group
included patients from non-inpatient services, such as day
care, rehabilitation centers, outpatient services, and home
care. In these settings, the patient-care team will include a
psychiatrist, psychologist, social worker, nurse, occupation-
al therapist and a family member. The five principles of the
team approach are: right service, right time, right place,
right provider and right cost. Case managers, such as social
workers or nurses, actively follow clients at least twice a
month, and a team approach is used once a week. Fami-
lies in this group spent more time with patients every day
than those of patients treated as inpatients.
Cases were randomly selected from discharge records
of the acute ward in a 1-week period. The diagnosis of
schizophrenia was made according to criteria of the Diag-
nostic and Statistical Manual of Mental Disorders, re-
vised third edition [29]. Patients were excluded if they had
comorbidity of severe medical disease or were alcohol
or substance abusers. Eligible subjects were at least 18
years old, had had more than one acute hospitalization in
the previous year, and had to understand the question-
naire questions. We disclosed the methods and purpose
of the study and obtained informed consent from pa-
tients and their caregivers. Qualifying patients also had
to achieve a score of at least 70 on the Wechsler Adult In-
telligence Scale test [30]. Study outcomes were based on
three interview evaluations performed by a qualified re-
searcher 3 months apart.
Data were collected from psychiatric measures and
questionnaires, including the World Health Organization
quality of life questionnaire (WHOQoL-BREF, Taiwan ver-
sion), Brief Psychiatric Rating Scale (BPRS), and General
Health Questionnaire (GHQ, Chinese version).
The WHOQoL-BREF was a revised version based on 100
questions designed by WHO regarding measures of quality
of life [31]. This tool is based on multi-geographical, multi-
ethnic, and cross-cultural research, and has been tested in
many studies, including medical outcome studies, and in
analyses of clinical and health policies. In addition to being
simplified and given in Chinese, 28 additional five-point
questions customized to the local culture were used to
evaluate the patient’s perception of his/her physical, men-
tal, and social wellbeing for the previous 2 weeks. A high-
er score represented a better quality of life [31–33].
The BPRS [34], which contains 18 questions, assesses
the status of mental symptoms. The first 16 questions are
scored from 0 to 7 points and the last two questions are
scored from 0 to 4, where 0 represents no symptoms and 7
(or 4) represents the most severe.
The Chinese Health Questionnaire (CHQ) was designed
by Cheng and Williams [35] and contains 12 questions
scored 0 or 1. The tool was derived from Goldberg’s GHQ
supplemented with culturally relevant questions. This mea-
sure was also applied to a different sample for mild psychi-
atric disorder screening.
Data were collected three times during 2001, within the
Schizophrenics’ quality of life, caregivers’ mental health
445Kaohsiung J Med Sci September 2004 • Vol 20 • No 9
first week of receiving a subject and then 3 and 6 months
thereafter. Subjects completed the WHOQoL-BREF under
the guidance of a qualified researcher. If subjects were
unable to complete the entire questionnaire, the research-
er conducted an interview to collect the information. BPRS
results were evaluated by one psychiatrist. The CHQ was
completed by the caregiver of each patient. The total scores
of each questionnaire were continuous variables and were
used as outcome indicators.
We used SPSS version 10 (SPSS Inc, Chicago, IL, USA)
to perform descriptive analysis and data analysis, using an
independent sample t test to compare differences between
groups. Statistical analyses performed in past studies on-
ly compared the first and last scores, disregarding that
information was available throughout the entire process.
Therefore, progression of patients under a certain treat-
ment or changes in the research factors were not fully
understood. More importantly, we were reluctant to give
up research data for patients who were lost to follow-up
or who dropped out. Therefore, our study adapted the
generalized estimating equation-I (GEE-I) method for case
or control groups to perform regression analysis of the
longitudinal and continuous data set of each individual on
his or her mental status, quality of life, and mental stress of
caregivers [36].
RESULTS
The community-based group consisted of 84 people and the
hospital-based group had 112 people, based on discharge
records. Twenty of the community-based subjects and 19 of
the hospital-based patients refused to take part in the study,
a total of 19%. Three patients in the hospital-based group
died. Ten community-based and 14 hospital-based cases
had missing data. Two cases in the community-based and
one in the hospital-based group did not have the required
diagnosis. Seven community-based and nine hospital-based
patients did not complete the study due to other reasons
such as lost contact. Eighteen people in the community-
based and 41 in the hospital-based group scored lower than
70 on the IQ test. Therefore, 27 community-based patients
(9 female, 18 male) and 25 hospital-based patients (6 female,
19 male) were eligible for inclusion in the study. During the
year-long study, 17 community-based and seven hospital-
based subjects had acute relapses. Twelve patients in the
community-based group were employed, as was one in the
hospital-based group. Caregivers who completed the CHQ
included 12 fathers, 10 mothers, three spouses and two
sisters in the community-based group, and 11 fathers, seven
mothers, three spouses, three brothers, and one uncle in the
hospital-based group.
Of the patients, 42% had a high school education, 71%
were single, and 42% were moderately disabled. Average
full IQ (FIQ) was 91, average verbal IQ (VIQ) was 93, and
average performance IQ (PIQ) was 88. The average age of
patients in the community group was 34 years and in the
hospital-based group was 38 years. No significant differ-
ences in age, gender ratio, mental status, quality of life,
and family stress levels existed between the two groups
(Table 1). However, there were significant differences in IQ
and level of education. The average FIQ and educational
level were significantly higher in the community-based
group (p = 0.028 and p = 0.026, respectively). Of the 52 sub-
jects, 45 completed all three measures and seven com-
pleted two measures.
After controlling for age, gender, education, FIQ, mental
status, and time effects, GEE-I indicated that there were no
significant differences between the groups in quality of
life (p > 0.05). However, as symptoms worsened, quality of
life was reduced (p < 0.001). Physical health was poorer in
females than males (p = 0.04). As duration of disease
increased, quality of life in the physical domain decreased
(p = 0.04), and as education level increased, quality of life in
the environmental domain also increased (p = 0.01) (Ta-
ble 2). There were no statistically significant associations
between employment or relapse and quality of life (data
not shown).
After controlling for age, gender, education, FIQ, men-
tal status, and time effects, we found no significant differ-
ences between the two groups in the results of the CHQ
(p = 0.31), which was completed by caregivers. However,
the time factor (T2) on the third evaluation was signifi-
cantly decreased (p < 0.01) (Table 3).
In the community-based group, the mental health
domain of quality of life in the second measurement (T1)
had dropped significantly (p = 0.03). Mental health (p =
0.03) and environmental quality of life (p = 0.02) dropped
significantly when psychiatric symptoms worsened. Fe-
males scored lower than males on the physical health do-
main of quality of life (p = 0.05) (Table 4).
In the hospital-based group, patients with schizophrenia
had lower quality of life scores when symptoms worsened
(p < 0.001). The mental health domain improved with age
(p = 0.01) and was associated with a higher level of education
(p = 0.02) (Table 5).
Analyzing data from caregivers of patients treated in
the community, we found that CHQ scores decreased as
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Table 1. Comparison of demographic characteristics and outcome variables between community-based and hospital-based
groups
Community-based group (n = 27) Hospital-based group (n = 25) χ2 or t p
Mean (SD) Mean (SD)
Gender 0.732 0.468
Age, yr 33.8 (8.55) 38 (8.34) –1.784 0.08
Marital status –0.464 0.643
Education, yr 4.00 (1) 3.48 (0.87) 2.229 0.026
FIQ 95.9 (13.4) 86.0 (13.0) 2.195 0.028
BPRS
I 13.48 (5.67) 15.96 (9.19) –1.18 0.24
II 12.04 (7.25) 14.28 (7.56) –1.09 0.28
III 16.75 (6.20) 19.95 (8.63) –1.44 0.16
WHOQoL
I 95.81 (21.08) 88.60 (20.10) 1.26 0.21
II 94.78 (19.22) 93.52 (15.90) 0.26 0.79
III 94.54 (20.62) 86.33 (17.35) 1.43 0.16
CHQ-caregiver
I 2.00 (3.03) 1.88 (2.79) 0.15 0.88
II 2.15 (2.93) 1.68 (1.46) 0.72 0.48
III 1.67 (1.81) 1.52 (0.87) 0.33 0.74
Illness duration, yr 10.1 (6.2) 13.9 (7.0) –1.76 0.085
SD = standard deviation; FIQ = full intelligence quotient; BPRS = Brief Psychiatric Rating Scale; I = outcome during week of enrollment;
II = outcome 3 months after enrollment; III = outcome 6 months after enrollment; WHOQoL = World Health Organization quality of life
questionnaire; CHQ = Chinese Health Questionnaire.
Table 2. Differences in quality of life measures for schizophrenic patients in community-based and hospital-based models
using the generalized estimating equation-I
Model Age Gender* Illness Education FIQ BPRS T1 T2
duration level
Mental health –0.18 1.22 –1.42 –0.94 0.02 0.06 –5.06 –0.62 0.07
(p = 0.86) (p = 0.22) (p = 0.16) (p = 0.35) (p = 0.98) (p = 0.95) (p < 0.01) (p = 0.53) (p = 0.95)
Physical health –0.80 1.21 –2.08 –2.04 1.47 –0.19 –4.58 –0.27 1.49
(p = 0.42) (p = 0.23) (p = 0.04) (p = 0.04) (p = 0.14) (p = 0.85) (p < 0.01) (p = 0.79) (p = 0.14)
Social –0.18 0.19 –1.79 –0.10 1.58 –0.19 –4.07 0.62 0.21
(p = 0.86) (p = 0.85) (p = 0.07) (p = 0.92) (p = 0.11) (p = 0.85) (p < 0.01) (p = 0.54) (p = 0.83)
Environmental –1.64 0.10 –1.83 0.13 2.55 0.04 –5.48 0.10 0.71
(p = 0.10) (p = 0.92) (p = 0.07) (p = 0.90) (p = 0.01) (p = 0.97) (p < 0.01) (p = 0.92) (p = 0.48)
Total score –0.99 1.16 –2.09 –1.39 1.16 –0.12 –3.87 –0.06 0.65
(p = 0.32) (p = 0.25) (p = 0.04) (p = 0.17) (p = 0.25) (p = 0.90) (p < 0.01) (p = 0.96) (p = 0.52)
*Gender (male = 0, female = 1). FIQ = full intelligence quotient; BPRS = Brief Psychiatric Rating Scale; T1 = month 3; T2 = month 6.
duration of disease increased (p = 0.002), and that scores in-
creased as the patient aged (p = 0.002) or developed more
severe symptoms (p < 0.001). For caregivers of patients in
the hospital-based group, CHQ score was affected only
by disease severity; the worse the symptoms, the higher
the score (p = 0.03) (data not shown).
DISCUSSION
Some characteristics differed between the two groups. Pa-
tients in the hospital-based group appeared to have a low-
er education level and IQ and had more severe symptoms
than patients in the community-based group. These factors
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Table 3. Comparison of Chinese Health Questionnaire results for caregivers of schizophrenic patients in community-based
and hospital-based models using the generalized estimating equation-I
Model Age Illness duration FIQ BPRS T1 T2
Z –1.01 0.09 0.07 0.34 1.6 0.46 –2.91
p 0.31 0.93 0.94 0.73 0.11 0.64 < 0.01
FIQ = full intelligence quotient; BPRS = Brief Psychiatric Rating Scale; T1 = month 3; T2 = month 6.
Table 4. Quality of life measures for schizophrenic patients in a community-based model
Age Gender* Illness Education FIQ BPRS T1 T2
duration level
Mental health –0.40 –1.12 –0.31 –0.18 1.04 –2.14 –2.15 –0.12
(p = 0.69) (p = 0.26) (p = 0.75) (p = 0.86) (p = 0.30) (p = 0.03) (p = 0.03) (p = 0.91)
Physical health 1.34 –1.99 –1.72 0.02 –0.04 –1.11 –1.57 –0.13
(p = 0.18) (p = 0.05) (p = 0.09) (p = 0.99) (p = 0.97) (p = 0.27) (p = 0.12) (p = 0.90)
Social –0.47 –1.22 0.42 0.60 0.62 –1.36 0.43 0.99
(p = 0.64) (p = 0.22) (p = 0.67) (p = 0.55) (p = 0.53)  (p = 0.17) (p = 0.67) (p = 0.32)
Environmental –0.09 –1.22 –0.23 1.44 0.48 –2.37 –0.43 0.84
(p = 0.92) (p = 0.22)  (p = 0.82) (p = 0.15) (p = 0.63) (p = 0.02) (p = 0.67) (p = 0.40)
Total score 0.03 –1.53 –0.39 0.46 0.51 –1.55 –1.24 0.09
(p = 0.97) (p = 0.12)  (p = 0.69) (p = 0.64) (p = 0.61)  (p = 0.12) (p = 0.21) (p = 0.92)
*Gender (male = 0, female = 1). FIQ = full intelligence quotient; BPRS = Brief Psychiatric Rating Scale; T1 = month 3; T2 = month 6.
Table 5. Quality of life measures for schizophrenic patients in a hospital-based model
Age Gender* Illness Education FIQ BPRS T1 T2
duration level
Mental health 2.45 –0.17 –0.82 –0.33 –0.86 –5.03 0.78 0.48
(p = 0.01) (p = 0.86) (p = 0.41) (p = 0.74) (p = 0.39) (p < 0.001) (p = 0.43) (p = 0.63)
Physical health 0.64 –1.85 –1.57 2.41 –0.13 –5.22 1.09 1.63
(p = 0.52)  (p = 0.06) (p = 0.11) (p = 0.02) (p = 0.90) (p < 0.001) (p = 0.27) (p = 0.10)
Social 0.74 –1.48 –1.03 1.78 –1.11 –6.23 0.46 –0.25
(p = 0.46)  (p = 0.14)  (p = 0.30) (p = 0.08)  (p = 0.27)  (p < 0.001) (p = 0.65) (p = 0.81)
Environmental 0.74 –1.48 –1.03 1.78 –1.11 –6.23 0.46 –0.25
(p = 0.46)  (p = 0.14) (p = 0.30) (p = 0.08) (p = 0.27) (p < 0.001) (p = 0.65) (p = 0.81)
Total score 1.45 –1.48 –1.35 1.20 –0.39 –4.27 1.05 0.57
(p = 0.15)  (p = 0.14) (p = 0.18) (p = 0.23) (p = 0.70) (p < 0.001) (p = 0.29) (p = 0.57)
*Gender (male = 0, female = 1). FIQ = full intelligence quotient; BPRS = Brief Psychiatric Rating Scale; T1 = month 3; T2 = month 6.
might explain why some patients remained hospitalized.
This study was based on a random sample and further
screening for IQ scores over 70 to improve study reliability
[37]. The average FIQ among hospital-based patients was
significantly lower than that among community-based
patients, implying that severe disease and degeneration
were more common in the hospital-based group.
Seven of 52 patients (13.5%) dropped out of the study.
Previous studies had shown an 18–29% drop-out rate [38–
44], although Marx et al lost only one patient out of 41 (2.4%)
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[45]. In comparison, our study tended toward a low loss
rate, which may be explained by the relatively short study
duration (1 year). Among previous studies, the lowest loss
rate was found for a study lasting 5 months [45]. To promote
the community-based program, therefore, close follow-up
was crucial for patients receiving continuous treatment,
especially for those with chronic mental illness. Whether a
higher loss rate or drop-out rate indicates a poorer thera-
peutic alliance and treatment outcome needs further in-
vestigation.
The employment rate was 44% (12/27) in the community-
based group. Productivity was higher in the community-
based group, especially considering that employment in a
position requiring a competitive nature was an indicator for
insurance claim payment [46].
Seventeen (63%) of the patients in the community-based
group were readmitted to an acute care facility, while seven
patients (28%) in the hospital-based group experienced a
relapse. The overall readmission rate was 46%. Wyatt et al
found a relapse rate for schizophrenia of 46% in the medica-
tion group and 53% in the non-medicated group [47], indi-
cating that the community-based program did indeed
prevent relapse. In this study, there were no significant
differences between quality of life and relapse (data not
shown), which might be because relapse was not defined
only by apparent acute symptoms but also by many social
and environmental factors.
Our study showed that the quality of life of patients in
the hospital-based group was affected by their mental sta-
tus. The worse the symptoms, the lower the quality of life.
In contrast, the physical domain of quality of life was not
affected by mental status in community-based patients;
mental health and environmental quality of life decreased
when psychotic symptoms became more severe. The results
of our study differ from those of others because we in-
cluded a hospital-based group. Other studies found that
the quality of life of chronic schizophrenia patients de-
creases because of negative symptoms [48], which could
cause social withdrawal and increase treatment cost [10].
Quality of life was not affected by BPRS, because the
studies sampled communities and outpatient clinics [22,
48–51]. Some studies report that quality of life is affected by
symptoms of depression or anxiety [17,24]. In our study,
mental symptoms were alleviated in the hospital-based
group. In the community-based group, the mental health
domain decreased with illness duration and the physi-
cal health domain decreased in females. Our study also
suggested that the treatment model should be deter-
mined by individual situation, such as gender, education
level, symptoms, and length of illness.
We found no significant difference in the results of the
CHQ between the two groups after controlling for factors
such as age, length of illness, FIQ, psychiatric symptoms,
and time effects. However, the third evaluation showed a
significant drop in the time factor, indicating that the stress
on caregivers may be lower in this community care system.
CHQ scores from caregivers in the community-based group
increased with patient age and decreased with the dura-
tion of schizophrenia. For example, family stress was high
if the patient in the community-based model was older,
had recent onset of disease, or had severe symptoms. In the
hospital-based group, CHQ scores increased only when
patient symptoms became severe. Oldridge and Hughes
reported that nine of 25 caregivers (36%) had significant
mental stress, as shown by the GHQ [52]. Barrowclough
and Parle found that family members of hospital-based
patients experienced twice as much stress as family mem-
bers of discharged patients [53], because the hospital-based
patients had more serious symptoms.
A larger sample size would have allowed us to expand
the inference of the study. Another limitation was the
relatively short length of the study. To promote community
support programs, continuous follow-up would be impor-
tant, especially for people with chronic severe mental ill-
ness. Finally, in calculating treatment effectiveness by qual-
ity of life, BPRS, and family mental stress, it was difficult to
cover all aspects of medical outcomes.
CONCLUSIONS
No significant differences in BPRS, quality of life, and
family CHQ results were found between community-based
and hospital-based services for treatment of schizophrenia
patients. The main predicting factors for patient placement
were illness duration and FIQ, with higher IQ patients
being generally in the community-based model and patients
with long-term illness in a hospital-based model.
The findings of this study suggest that, in making health
insurance policy, authorities should increase claim pay-
ments to community-based programs before downsizing
acute care facilities, and provide incentives to institu-
tions conducting community-support programs. Mental
health institutions should provide continuous care accord-
ing to each patient’s individual characteristics, to improve
or expand services, and to refer patients to the most appro-
priate community model. Ameliorating severe symp-
toms associated with schizophrenia will improve the qual-
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ity of life of patients and the mental health of caregivers,
especially in hospital-based services.
REFERENCES
1. Turner JS, TenHoor WJ. The NIMH community support pro-
gram: pilot approach to needed social reform. Schizophr Bull
1978;4:319–44.
2. Stein LI, Test MA. Alternative to mental hospital treatment. I.
Conceptual model, treatment program, and clinical evaluation.
Arch Gen Psychiatry 1980;37:392–7.
3. Taube CA, Morlock L, Burns BJ. New directions in research on
assertive community treatment. Hosp Community Psychiatry
1990;41:642–7.
4. Mechanic D, McAlpine DD, Olfson M. Changing patterns of
psychiatric inpatient care in the United States, 1988–1994.
Arch Gen Psychiatry 1998;55:785–91.
5. Stein LI, Test MA, Marx AJ. Alternative to the hospital: a
controlled study. Am J Psychiatry 1975;132:517–22.
6. Weisbrod BA, Test MA, Stein LI. Alternative to mental hospi-
tal treatment. II. Economic benefit-cost analysis. Arch Gen
Psychiatry 1980;37:400–5.
7. Burns T, Beadsmoore A, Ashok VB, et al. A controlled trial of
home-based acute psychiatric services: I. Clinical and social
outcome. Br J Psychiatry 1993;163:49–54.
8. Marks IM, Connolly J, Muijen M, et al. Home-based versus
hospital-based care for people with serious mental illness. Br
J Psychiatry 1994;165:179–94.
9. Scott JE, Dixon LB. Assertive community treatment and
case management for schizophrenia. Schizophr Bull 1995;21:
657–68.
10. Knapp MRJ, Beecham JK, Fenyo A, et al. Community mental
health care for former hospital in-patients; predicting costs
from needs and diagnoses. Br J Psychiatry 1995;166(Suppl 27):
10–8.
11. Merson S, Tyrer P, Carlen D, et al. The cost of treatment of
psychiatric emergencies: a comparison of hospital and com-
munity services. Psychol Med 1996;26:727–34.
12. Creed F, Mbaya P, Lancashire S, et al. Cost effectiveness of
day and in-patient psychiatric treatment: results of a rando-
mised controlled trial. BMJ 1997;314:1381–5.
13. Tyrer P, Evans K, Gandhi N, et al. Randomised controlled trial
of two models of care for discharged psychiatric patients. BMJ
1998;316:106–9.
14. Dedman P. Home treatment for acute psychiatric disorder.
BMJ 1993;306:1359–60.
15. Sledge WH, Tebes J, Wolff N. Day hospital/crisis respite care
versus inpatient care, part II: service utilization and costs. Am
J Psychiatry 1996;153:1074–83.
16. Tansella M, Thornicroft G. A conceptual framework for
mental health services: the matrix model. Psychol Med 1998;
28:503–8.
17. Huxley P, Evans S, Burns T, et al. Quality of life outcome in a
randomized controlled trial of case management. Soc Psychiatry
Psychiatr Epidemiol 2001;36:249–55.
18. Dean C, Gadd EM. Home treatment for acute psychiatric ill-
ness. BMJ 1990;301:1021–3.
19. Dean C, Phillips J, Gadd EM, et al. Comparison of community
based services with hospital based service for people with
acute, severe psychiatric illness. BMJ 1993;307:473–6.
20. Becker T, Knapp M, Knudsen HC, et al. Aims, outcome mea-
sures, study sites and patient sample. EPSILON Study 1. Euro-
pean Psychiatric Services: Inputs Linked to Outcome Domains
and Needs. Br J Psychiatry Suppl 2000;39:1–7.
21. Okin RL, Pearsall D. Patients’ perceptions of their quality of
life 11 years after discharge from a state hospital. Hosp Com-
munity Psychiatry 1993;44:236–40.
22. Ruggeri M, Biggeri A, Rucci P, et al. Multivariate analysis of
outcome of mental health care using graphical chain models.
The South-Verona Outcome Project 1. Psychol Med 1998;28:
1421–31.
23. Musser KT, Douglas MS, Bellack AS, et al. Assessment of
enduring deficit and negative symptom subtypes in schizo-
phrenia. Schizophr Bull 1991;17:565–82.
24. Mechanic D, McAlpine D, Rosenfield S, et al. Effects of illness
attribution and depression on the quality of life among persons
with serious mental illness. Soc Sci Med 1994;39:155–64.
25. Gaite L, Vazquez-Barquero JL, Borra C, et al. Quality of life in
patients with schizophrenia in five European countries: the
EPSILON study. Acta Psychiatr Scand 2002;105:283–92.
26. Corrigan PW, Buican B. The construct validity of subjective
quality of life for the severely mentally ill. J Nerv Ment Dis
1995;183:281–5.
27. Lehman A, Ward N, Linn L. Chronic mental patients: the
quality of life issue. Am J Psychiatry 1982;139:1271–6.
28. Holmes CA. Health care and the quality of life: a review. J Adv
Nurs 1989;14:833–9.
29. Chen YC, Ku CS. Instruction Manual for the Structured Clinical
Interview for DSM-III-R (SCID) Chinese version. Kaohsiung,
Taiwan: Kaohsiung Medical College, 1993.
30. Wechsler D. Wechsler Adult Intelligence Scale–Revised. New
York, NY: Harcourt Brace Jovanovich Publishers, 1981.
31. WHOQoL Group. Measuring Quality of Life: The Development of
the World Health Organization Quality of Life Instrument
(WHOQoL). Geneva: WHO, 1993.
32. World Health Organization. WHOQoL-BREF: Introduction,
Administration, Scoring and Generic Version of the Assessment -
Field Trial Version. Geneva: WHO, 1996.
33. Yao KP. The development and application of the WHOQoL-
Taiwan version. Formosan J Med 2002;6:193–200.
34. Overall JE, Gorham DR. The Brief Psychiatric Rating Scale.
Psychol Rep 1962;10:799–812.
35. Cheng TA, Williams P. The design and development of a
screening questionnaire (CHQ) for use in community studies
of mental disorders in Taiwan. Psychol Med 1986;16:415–22.
36. Zeger SL, Liang KY. Longitudinal data analysis for discrete
and continuous outcomes. Biometrics 1986;21:71–83.
37. Voruganti L, Heslegrave R, Awad AG, et al. Quality of life
measurement in schizophrenia: reconciling the quest for
subjectivity with the question of reliability. Psychol Med 1998;
28:165–72.
38. Ford R, Beadsmoore A, Ryan P, et al. Providing the safety net:
Kaohsiung J Med Sci September 2004 • Vol 20 • No 9
D.S. Tzeng, F.W. Lung, and Y.Y. Chang
450
case management for people with a serious mental illness.
J Mental Health 1995;4:91–7.
39. Franklin J, Solovitz B, Mason M, et al. An evaluation of case
management. Am J Public Health 1987;77:674–8.
40. Marshall M, Lockwood A, Gath D. Social services case-
management for longterm mental disorders: a randomised
controlled trial. Lancet 1995;345:409–12.
41. Muijen M, Marks I, Connolly J, et al. Home-based care and
standard hospital care for patients with severe mental illness:
a randomised controlled trial. BMJ 1992;304:749–54.
42. Tyrer P, Morgan J, Van Horn E, et al. A randomised controlled
study of close monitoring of vulnerable psychiatric patients.
Lancet 1995;345:756–9.
43. Bond GR, Miller LD, Krumwied RD, et al. Assertive case
management in three CMHCs: a controlled study. Hosp
Community Psychiatry 1988;39:411–8.
44. de Cangas JP. Assertive “case management”: a complete
evaluation of a hospital based program. Sante Ment Que 1994;
19:75–91. [In French]
45. Marx AJ, Test MA, Stein LI. Extrohospital management of
severe mental illness. Feasibility and effects of social func-
tioning. Arch Gen Psychiatry 1973;29:505–11.
46. Knapp M. Costs of schizophrenia. Br J Psychiatry 1997;171:
509–18.
47. Wyatt RJ, Damiani LM, Henter ID. First-episode schizophre-
nia. Early intervention and medication discontinuation in the
context of course and treatment. Br J Psychiatry 1998;172:
77–83.
48. Packer S, Husted J, Cohen S, et al. Psychopathology and
quality of life in schizophrenia. J Psychiatry Neurosci 1997;22:
231–4.
49. Hansson L, Middelboe T, Merinder L, et al. Predictors of sub-
jective quality of life in schizophrenic patients living in the
community: a Nordic multicentre study. Int J Soc Psychiatry
1999;45:247–58.
50. Huppert JD, Weiss KA, Lim R, et al. Quality of life in schizo-
phrenia: contributions of anxiety and depression. Schizophr
Res 2001;51:171–80.
51. Shu BC, Lung FW, Lu YC, et al. Care of patients with chronic
mental illness: comparison of home and half-way house care.
Int J Soc Psychiatry 2001;47:52–62.
52. Oldridge ML, Hughes IC. Psychological well-being in fami-
lies with a member suffering from schizophrenia: an inves-
tigation into long-standing problems. Br J Psychiatry 1992;
161:249–51.
53. Barrowclough C, Parle M. Appraisal, psychological adjustment
and expressed emotion in relatives of patients suffering from
schizophrenia. Br J Psychiatry 1997;171:26–30.
Schizophrenics’ quality of life, caregivers’ mental health
451Kaohsiung J Med Sci September 2004 • Vol 20 • No 9
